
Authorization Form for Information Release

You may authorize your insurer in writing to share your health information with a third party such as an 
employer, lawyer, individual broker or unrelated party by completing and submitting this authorization.

Please print neatly to ensure correct and prompt processing. We reserve the right to return any illegible or 
incomplete form.

1.) I hereby Authorize: ______________________________________________________________________
  (Prescription Drug Plan/Company)

2.) To release information from the records of:
(Complete a separate form for each member) 

 Name: _____________________________________________ Date of Birth: ________________________

 Membership Number: ____________________________________________________________________

 Address: _______________________________________________________________________________

 Home Phone: ______________________________ Work Phone: _________________________________

3.) Information authorization for release:
(Check all that apply) 

   Claims/EOB Information   Enrollment & Benefit information

   Information pertaining to an appeal   Premium Payment information

   Other: _______________________________________________________________________________
  (Please specify date of service and/or third party)

4.) Information may be released to:

A. Name of individual: ______________________________________________________________________

 Address: _______________________________________________________________________________

 City, State, Zip: ______________________________________ Telephone: __________________________

B. Name of individual: ______________________________________________________________________

 Address: _______________________________________________________________________________

 City, State, Zip: ______________________________________ Telephone: __________________________

5.)  The information will be used or disclosed for the following purposes: (Describe the reason for each use 
and disclosure of the protected health information or indicate “at the request of the individual”)

  ______________________________________________________________________________________

  ______________________________________________________________________________________



Please read each of the following statements carefully before signing this document.

1.)  I understand that this authorization will stay in effect unless revoked as in number 6 below.

2.) I understand that this authorization voluntary and being made at my request.

3.)  I understand that the released information may no longer be protected by federal privacy laws and may 
be re-disclosed by the individual or organization that receives the information.

4.)  I understand that I may refuse to sign this authorization. My Prescription Drug Plan will not condition 
payment, enrollment, or eligibility of benefits on my signing this authorization.

5.)  I understand that I may revoke this authorization at any time by sending a written notification to 
Medi-CareFirst at the address listed below, and this revocation will be effective for future uses and 
disclosures of protected health information. However, I further understand that this revocation will 
not be effective: (i) for information that my Prescription Drug Plan has already used or disclosed, 
relying on this authorization, or (ii) if the authorization was obtained as a condition for coverage in my 
Prescription Drug Plan and, by law, the Prescription Drug Plan has a right to contest the coverage.

6.)	  By signing this form, I revoke any previous Authorization Form for Information Release signed by me 
at an earlier date.

Signature: _________________________________________Date: ________________________________

If the person signing this form is not the member, or the parent/guardian of a dependent under the age of 
18, you must attach a full copy of the official document indicating your legal authority to sign on behalf of 
the member (i.e. Power of Attorney, Court Assigned Guardian, Personal Representative, etc.)
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If you need help completing this form, please call Medi-CareFirst toll free at 1-888-857-6118 from 8 am to 8 pm, 
7 days a week, TTY/TDD users should call 1-800-855-2880.

Please mail or fax this authorization to:
Medi-CareFirst BlueCross BlueShield, Membership Customer Service

c/o CGI, Inc., P.O. Box 8100,	Lancaster, SC 29721
Fax: 1-888-524-6787

Please keep a copy of the designation. We will provide you with a signed copy of this designation upon request.

If the records are so protected, Federal Regulation (42 CFR Part 2) prohibits the recipient of the information from 
making any further disclosure of this information unless such disclosure is expressly permitted by the written 
consent of the person to who it pertains, or as otherwise permitted by 42 CFR Part 2. A general authorization 
for the release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any 
use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

Medi-CareFirst BlueCross BlueShield is the business name of Group Hospitalization and 
Medical Services, Inc. and First Care, Inc., and each is an independent licensee of the Blue 

Cross and Blue Shield Association. ® Registered trademark of the Blue Cross and Blue Shield 
Association. ®’ Registered trademark of CareFirst of Maryland, Inc.




